Background: Premature infants are vulnerable to neurological, motor and skeletal developmental disorders due to their low birth weights, underdeveloped organs and musculature. Developmentally supportive positioning of the neonate within their incubator or cot is recognised as an important means to mitigate poor outcomes, but is implemented inconsistently world-wide. The aim of this study was to survey neonatal care units in Australia and New Zealand to establish what positioning guidelines are in place.
Methods: An online survey was emailed to charge nurses of neonatal care facilities in Australia and New Zealand to determine if positioning guidelines were in place, and if so, what guidelines were used.
Results: Of 98 units surveyed 49 responded (response rate 50%). Units who responded included 10% providing level 1 care, 61% level 2 and 29% level 3 care. Of these units, 63% (n=31) had developmentally supportive positioning guidelines in place, with 96% being produced in-house. Positioning was achieved by arranging bed linen in 88% (n=43), 35% (n=17) reported using manufactured devices, and 43% (n=21) used homemade positioning devices. No respondents reported using IPAT guidelines.
Conclusions: Given the apparent absence of standardized positioning guidelines, it is likely that there is variation among in-house guidelines and therefore positioning practices across Australasia. It would seem that the use of positioning devices is widespread throughout many units but the evidence and support behind their use is variable. This is an area of potential intervention to improve outcomes for vulnerable premature infants given the amount of time infants spend lying around. Methods: A prospective observational study of 24 neonates on room air (sixteen <37 +0 weeks and eight ≥37 +0 weeks). The
NEURALLY ADJUSTED VENTILATORY ASSIST (NAVA): REFERENCE VALUES FOR THE ELECTRICAL ACTIVITY OF THE DIAPHRAGM (EDI) IN NEONATES
Edi signal was continuously recorded for 4 hours by a specialised nasogastric feeding tube with embedded electrodes positioned at the level of the diaphragm. Respiratory rate, heart rate and oxygen saturation were noted every 15 minutes. Changes in Edi signals with respect to the baby's awake and feeding states, position, skin-to-skin care and caffeine intake were also recorded.
Results: Mean(AESD) Edi minimum was 3.02(AE0.94) μV and was similar in preterm (3.05AE0.91μV) and term (2.97AE1.05μV) neonates. Mean(AESD) Edi peak was 10.13(AE3.50) μV and was similar in preterm (9.36AE2.13 μV) and term (11.66AE5.14μV) neonates. Edi min and peak were significantly higher while awake and during feeding. Post-prandial state Edi showed non-significant upward trends compared to the pre-prandial state. Edi min was higher in the supine position compared to the right lateral position 
